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CHRONIC SUBDURAL SUBTENTORIAL HEMATOMA
REPORT OF Two CASES*
FREDERIC SCHREIBER
Two cases of subtentorial, subdural hematoma are presented,
first, because this is an unusual type in my experience and, second,
because the second case has a complicating feature for the correction
of which I would appreciate suggestions from my fellow members
of the Harvey Cushing Society.
Case I. Robert M. was 4 years old when first seen at the Children's
Hospital of Michigan because of headache, drowsiness, vomiting, and unsteadi-
ness on his feet of 6 weeks' duration. He had been delivered with forceps
after a long difficult labor. He still carried prominent forceps markings behind
each ear and a deep scar over the occiput. During the first few months of
life he developed a marked prominence of the occipital portion of the skull.
His head was always unusually large with frontal bossae. During the first
18 months he was difficult to feed, but apparently developed normally after
this time until 6 weeks previous to my examination, when his vomiting began.
I first saw the boy on May 28, 1931, when he was admitted to the Chil-
dren's Hospital of Michigan. At that time he was lethargic and had a stiff-
ness of the neck muscles. His discs were choked 4 to 5 diopters and he
showed a fine lateral nystagmus. There-was ataxia in the finger-nose test
on the right side, and atonia of both arms, especially the left. It was my
impression that the child had a cerebellar tumor.
X-rays of the skull showed no separation of the sutures, although the skull
was larger than normal. Ventriculograms were made, which revealed a gen-
eralized and symmetrical enlargement of the ventricles.
On June 17, 1931, through a Cushing crossbow incision, the suboccipital
bone was rongeured away without difficulty. On opening the dura a thin-
walled subdural cyst was found taking up the normal position of the right cere-
bellar lobe. When opened, the cyst contained three ounces of light yellow
fluid. The cyst wall was smooth and had the appearance of the membrane
usually found with the ordinary subdural hematoma. On teasing away this
membrane, the normal right cerebellar cortex was uncovered deep in the
cavity. The right lobe had a concave rather than a convex surface. The
great space where the right lobe should have been was filled with saline and
the flaps were closed in the usual manner.
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The child made an excellent recovery. The disc choking rapidly disap-
peared and two weeks after operation no ataxia could be made out. This boy,
now 12 years of age, to all appearances has developed normally, both men-
tally and physically.
Comment. The trauma which caused the hematoma in this case
undoubtedly was the result of his difficult delivery with forceps. It
is strange that there were no residual cerebellar symptoms following
the extreme dislocation of the right lobe.
Case II. Mrs. Harry D., a 29-year-old housewife, was first seen by me
at Harper Hospital in July, 1937, complaining of severe headache, diminished
vision, and projectile vomiting of two months duration. This patient had been
well until four months before admission, when she had all her upper teeth
extracted under gas anesthesia at one sitting. One month later she had all
her lower teeth extracted, again with gas anesthesia. On one occasion
between the two extractions she had a very severe headache. Her recovery
was slow following the second extraction and she developed severe headaches,
which were localized over the right side of the head. These headaches were
so severe that she was confined to bed for two months before admission to the
hospital. Marked diminution of vision and photophobia were noted and,
on the day before admission, there was a prolonged bout of projectile
vomiting.
On examination this patient appeared acutely ill. Her eyes were closed
to keep out the light. The right eyelid drooped, but the pupils were equal.
There was bilateral choking of the discs of 5 diopters. The deep and super-
ficial reflexes were normal. Cerebellar tests were all well done without ataxia.
Because of the localized right frontoparietal pain, the vomiting, choking of
the discs, and the history of these symptoms developing after multiple tooth
extractions, it was my impression that she had a subdural hematoma over
the right hemisphere.
On July 15, 1937, a small trephine opening was made in the right parieto-
occipital region. The dura was pale and under marked tension. There was
no subdural hematoma. A ventricular needle struck the lateral ventricle at
a depth of 4 cm., obtaining clear fluid under great pressure. Of this, 50 cc.
were allowed to escape, 45 cc. of air were injected, and ventriculograms were
made. Doctor Reynolds reported a symmetrical dilatation of both the lateral
and the third ventricles. With this finding and having in mind the case
reported above, it was my pre-operative impression that we would find a sub-
tentorial subdural hematoma.
Operative note of July 19, 1937: Through a Cushing crossbow
incision the occipital bone is exposed to the foramen magnum.
Trephine with the Hudson burr. The occipital bone is excessively
thick for a woman, and one rongeur is broken in opening the skull.
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The subtentorial dura is finally exposed to the foramen magnum from
mastoid tip to mastoid tip. The dura on the left side is somewhat
translucent and has a bluish color as with underlying clear fluid. The
dura appears normal over the right cerebellar hemisphere. The dura
is opened only over the left lobe, and a subdural membrane is seen
enclosing a cyst which holds about two ounces of dark yellow fluid.
The cyst wall is widely opened and the left cerebellar lobe is found
compressed from the outside by this subdural cyst. The appearance
of the cerebellum is entirely normal except that its outside wall is
concave rather than convex. No tumor nodules are seen. The ap-
pearance is that of a subdural cyst following a subdural hematoma.
Bulging into the lower part of the exposure after the cyst wall had
been opened was the normal arachnoid with clear fluid underneath,
which was allowed to escape through small incisions in the arachnoid.
The dura was left widely open over the left cerebellar lobe; it was
not opened over the right side. Closure in layers with silk.
The patient made a good immediate postoperative recovery. Her head-
aches disappeared and her discs receded rapidly to about 2 diopters elevation.
There was no evidence of cerebellar ataxia directly after operation in spite of
the marked dislocation of the right cerebellar lobe found at operation. The
patient was walking for the first time in three months when she was sent home.
About a month after her cerebellar decompression, this patient was again
admitted to Harper Hospital. She was drowsy, markedly ataxic, and her
discs again were elevated to about 3 diopters. Her temperature was 102.40,
her neck was rigid, and the cerebellar decompression tense. A spinal tap was
done and cloudy fluid obtained, containing 2,000 cells, half lymphocytes and
half polymorphonuclears. The fluid showed no growth on culture. After a
week of temperature ranging around 1010, there was a profuse drainage from
the midline incision, which continued to drain for several weeks. A subse-
quent lumbar puncture showed a clear fluid with 50 lymphocytes. The
patient continued to improve with intermittent drainage from a midline sinus
until November, 1937. Her optic discs showed no elevation when she was
discharged home. For a period of 13 months she was entirely free from
symptoms and was able to do all her housework.
On February 20, 1939, she was again admitted to the hospital because
of continuous vomiting and dizziness. The cerebellar decompression was
fairly tense and in the middle of the median scar there was a tough shiny mem-
brane where previous drainage had taken place. Neurological examination was
essentially negative, the discs were flat, and no ataxia could be elicited. After a
week of intravenous fluids the patient stopped vomiting and was discharged.
When last examined on March 10, 1939, she was again feeling quite
well and was free from dizziness and vomiting. Neurological examination
showed nothing remarkable.
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Comment. In this case only half of the subtentorial dura was
opened and no attempt made to strip away the membrane of the
hematoma, which was very thin over the right cerebellar cortex. This
may have been a factor in the formation of an intermittent posterior
block, which has been an annoying complication both for the patient
and the surgeon.